Attn: Joel Hardyk

UNIT tD CL?N(()RUIA plemesendiot o 15003209083

or
v's Premmier Dental Insures Dependent Certification

United Concordia Companies
PO Box 69417
Harrisburg PA 17106-9417

DEPENDENT CERTIFICATION FORM

Please complete Sections A and B, C ar D of this form as applicable to ensure that accurate benefit eligibility is determined for vaur dependent.

SECTION A: GENERAL INFORMATION (To be completed by Employee)

I. Mame of Employee (print - last, first & middle initial) 2. Contract 1D Number

3. Employee’s Address (number, street, city, state & zip code)

4. Dependent Mame (print - last, first & middle initial} 5. Dependent’s Birthdate

{mm/ddfyear)

. Dependent’s Relationship to Employes 7. Dependent’s Marital Status If dependent is married, give date of
- . : ) i ! e 7y marnage (mm/ddyear)
[Jsen [ Paughter [ Othel [] single [] married
f. |s dependent curently covered under employes’s medical group coverage? If Yes, give name of carrier
[dves  [wo
9. |s dependent employed? If yes,
[ ves [ No [ rull-time [ pan-Time  [[] School Vacation Periad Only

SECTION B: STUDENT DEPENDENT CERTIFICATION  (To be completed by Employee)

I, Mame af schaal in which dependent is enrolled 2. Type of schaal fie., callege, trade
L"r':'.:'
3. Student enrolled 4. Expected graduation or
s : . ; disenrollment date (mm/'ddfyear)
) - 1] - h e y = ,
[] Full-Time [ Pant-Time  [] Post-Graduate Number of Credits

| HERERY CERTIFY THAT THE ABOWE INFORMATION |S CORRECT TO THE BEST OF MY KNOWLEDGE AND AUTHORIZE RELEASE OF ANY INFORMATION REQUESTED
NITH RESPECT TC) THIS CERTIFICATION.,

Signature of Employee Date Sigred
SECTION C: DISABLED DEPENDENT CERTIFICATION (To be completed by Physician)
1. 15 dependent now incapable of self-support because of a disability? 2. Dependent’s age when disability occurred

D Yes D Mo

3. Mature of disability (please provide as much detail as possible}

4. Prognosis (estimate in months or years)

5. Mame of Primary Care Physician (print or typel . Address of Physician (print or type)

| HEREBY CERTIFY THAT THE ABOWVE INFORMATION 15 CORRECT TO THE BEST OF MY KNOWLEDGE AND AUTHORIZE RELEASE OF ANY INFORMATION REQUESTED
NITH RESPECT T THIS CERTIFICATION.,

Siznature of Physician Date Signed

SECTION D: DEPENDENT NO LONGER ELIGIBLE (To be completed by Employee)

PLEASE MAKE INQUIRY WITH ¥YOUR EMPLOYER TO DETERMINE IF YOLUR INELIGIELE DEPENDENT QIUALIFIES FOR COBRA COVERAGE.

I ACKNOWLEDGE THAT THE DEFENDENT LISTED ABOVE 1S WO LONGER ELIGIBILE FOR BEMEFITS AS A DEPEMNDENT ON MY UNITED CONCORDIA DENTAL
CONTEALCT.

Signature of Employves Ineligible Fffective Date Date Signed

UC-DEPweh-0203



